An acquired aorta-to-pulmonary artery shunt from rupture of a thoracic aortic aneurysm in an elderly patient is reported. The diagnosis was suspected clinically and was confirmed by special cardiac studies. Surgical intervention was refused by the patient who died shortly after admission to the hospital.
cal Service of Grady Memorial Hospital on I5 January I969, because of weakness and chest, back, and shoulder pain which progressed over a four-day period. She had never been seen by a physician until I968, at which time she had a blood pressure of 200/130 mm. Hg. Clinical investigation revealed no cause for the hypertension.
She was satisfactorily treated with alpha methyldopa and thiazide diuretics. The chest radiograph showed a large 'egg-shaped' aneurysm of the terminal aortic arch and proximal descending aorta; cardiomegaly was present (Fig.iA) . The electrocardiogram showed regular sinus rhythm and left axis deviation. There was no history of chest trauma, syphilis, or previous heart disease. The VDRL (Venereal Disease Research Laboratory) and FTA (fluorescent treponema antibody absorption) tests were negative.
The patient did well until four days before admission when she developed severe chest, back, and shoulder pain. The pain was sharp and was aggravated by the supine position. The pain continued until admission and was associated with anorexia, weakness, and severe dyspnoea.
Physical examination revealed an acutely ill dyspnoeic, tachypnoeic, sweating woman. The blood pressure was I06/60 mm. Hg. The pulse rate was i20/min. The pulses were bounding, symmetrical, and of good volume. There was no pulsus paradoxus or alternans. The jugular venous pulse was palpable and showed both inspiratory accentuation and rapid 'y' collapse. Breath sounds were diminished over the entire left hemithorax. A mediastinal shift was not detectable. The entire left anterior chest was hyperdynamic, with the cardiac impulse in the sixth interspace in the left anterior axillary line. Both components of the second heart sound were accentuated and splitting seemed fixed during respiration. A loud ventricular diastolic gallop was present. The most striking auscultatory finding was the presence of a grade 2/6 continuous murmur which peaked at the second heart sound and was well localized to the second and third interspaces at the left sternal border. The liver was slightly enlarged and tender. The remainder of the physical examination was normal. Admission haematocrit was 27 per cent and the blood urea nitrogen was 70 mg./Ioo ml. Chest radiograph showed an obvious increase in the size of the aneurysm and a further increase in heart size ( Fig. iB) . The electrocardiogram showed sinus tachycardia, left axis deviation, and ST and T wave changes compatible with myocardial ischaemia.
Shortly after admission, emergency right heart catheterization and supravalvar aortography were performed. A left-to-right shunt was demonstrated by hydrogen curve analysis at the level of the pulmonary artery. There was a moderate increase Rupture of an aortic aneurysm into the pulmonary artery 853 'v' 20; 'y' 9 Figures in parentheses are means.
of the pulmonary artery pressure and evidence of acute right heart failure (Table) . Supravalvar aortography showed the large aortic aneurysm with aorta-to-pulmonary artery shunt. Aortic regurgitation was not seen (Fig. 2) In I924 Boyd reported 4000 aneurysms of the thoracic aorta. Approximately 25 per cent of the aneurysms had ruptured, but only 3 per cent had ruptured into the pulmonary arterial tree. It is also noteworthy that rupture into the tracheobronchial tree occurs five times more frequently than into the pulmonary artery (Giacobine and Cooley, I960) .
Rupture of an aortic aneurysm into the pulmonary artery is more common when the aneurysm is in the ascending aorta; the frequency of rupture into the pulmonary artery decreases with aneurysm location in the arch Because of the universally unfavourable outlook, once the diagnosis is suspected, it should be confirmed by cardiac catheterization and angiography; operation should be recommended to the patient at the earliest possible time.
